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A B STR A C T

PERCEPTIONS OF PHYSICIAN CREDIBILITY
AND PATIENT COMMUNICATION SATISFACTION AS
AFFECTED BY RACE AND SEX OF PHYSICIAN
Name: Veronica A. Gerace
University of Dayton, 1997
Advisor: Dr. Donald D. Yoder

This investigation examined how the race and sex of physicians affect perceptions
of physician credibility and patient anticipated communication satisfaction. In particular,
hypotheses were offered regarding whether a hierarchy of perceptions of credibility exist
within the American culture. Four treatments were presented to investigate perceived
credibility and expectations of patient communication satisfaction.
Students from six southeastern Ohio universities responded to questions that
measured perceptions of credibility, patient anticipated communication satisfaction, and
three demographic concerns. Each student received a physician advertisement with one
of five treatments (black female physician, white female physician, black male physician,
white male physician, and control group with no picture) in the form of a physician
advertisement.
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The results showed significant affects of physician race and sex on perceptions of
credibility and patient anticipated communication satisfaction with white males perceived
highest in credibility as well as patient anticipated communication satisfaction and black
females perceived as the lowest in credibility as well as the lowest in patient anticipated
communication satisfaction. The results showed no affects of one patient demographic
variable (race) on the perception of credibility and patient anticipated communication
satisfaction. A Pearson correlation showed ± a t perceptions of credibility strongly
correlate with patient anticipated communication satisfaction. Implications for
physicians and for future research are discussed.
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PE R C E P T IO N S O F PHYSICIAN CREDIBILITY
A N D PA T IE N T SA TISFACTIO N AS A FFECTED
B Y R A C E A N D SEX OF PH YSICIAN

INTRODUCTION

Within the field of communication, the study of health communication has grown
into a prominent area of research in which interactions among persons involved with the
heal± professions are investigated (Thompson, 1989; Kreps, 1989). Numerous texts
and handbooks have recently been written to facilitate health professionals in becoming
more effective communicators (e.g. Thompson, 1986; Brown, Nelson, Bronkesh, &
Wood, 1993; Smith & Bass, 1979; Ray& Donohew , 1990: Kreps & O'Hair, 1995).
Therefore, it is surprising that such a high degree of communication dissatisfaction still
exists within the health care profession (Thompson, 1986; Bowers, Swan, & Koehler,
1994; Sheppard, 1993).
The communication dissatisfaction that exists within physician-patient
relationships is a two-directional problem: health care providers express concerns with
noncooperative patients and patients express dissatisfaction with the care they receive
from providers (Bowers etal., 1994; Thompson, 1986). In spite of recent efforts to
improve physician-patient communication, lingering and often increasing levels of patient
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dissatisfaction are apparently influenced by other factors, such as perceptions of
credibility, demographic variables and communication style (Brown et al., 1993;
DiMatteo & Lepper, in press). Patient satisfaction in a communicative context which is
affected by patients' perceptions of credibility (DiMatteo, Sherboume, Hays, Ordway,
Kravitz, McGlynn, Kaplan, & Rogers, 1993; Becker, Maiman, Kirscht, Haefner,
Drachman & Taylor, 1979; Eraker, Kirscht, & Becker, 1984). The following review
examines literature that addresses the idea that other variables such as physician and
patient demographics also affect perceptions of credibility, and ultimately patient
satisfaction.
This thesis is comprised of five chapters. Chapter I is a literature review, which
has three parts. The first section discusses the health care profession, individual
demographic differences among professionals, and the health communication specialty
within the field of communication. The second section concentrates on patient
satisfaction research and it's relevance to the health communication specialty. Patient
communication satisfaction is addressed conceptually and operationally along with
factors affecting patient communication satisfaction. The primary factor discussed is the
affects of patient communication satisfaction on the physician-patient relationship. The
third section of Chapter I discusses perceptions of credibility. Credibility is discussed
conceptually and operationally along with factors affecting perceptions of credibility.
The primary factors discussed are the effects of credibility and patient perceptions of
credibility. This section also includes a discussion of physician and patient demographics
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that may influence perceptions of credibility and ultimately patient communication
satisfaction. Chapter II describes the methods used for this study. Chapter HI reports the
results of the statistical analysis of the data. Finally, Chapter IV discusses the results and
offers some suggestions for future research in the context of patient satisfaction and
perceptions of credibility as affected by the race and sex of the physician.
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CH APTER I
R eview o f Literature

Health care professionals have traditionally viewed medical care as a quantitative
construct, considering foremost the costs and profits of patient care; recently, the public
has been demanding a return to Hippocrates's qualitative definition of the health care
profession (Brown et al., 1993). This suggests a return to more fundamental human
concerns, such as a focus upon communication interaction and not just the physician’s
remedy. Recent studies indicate that "Patients visit health professionals most often to
obtain advice about how to protect or improve their health status" (DiMatteo, Reiter, &
Gambone, 1994) and Americans have come to expect the highest quality health care
(Snook & D'Orazio, 1983). Although cost is an issue, it is not a preeminent concern for
most patients. In light of the above findings, health communication research has focused
on investigating the interactions of health care professionals and their patients as well as
patient satisfaction with the heal± care profession (Thompson, 1989; Kreps, 1989).
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Health communication Much health communication research focuses on interactions
between health care providers and their patients and family members ( Smith & Bass,
1979; Thompson, 1986). In order to understand the utility of health communication
research, it is necessary to understand its origins as well as current conceptualizations of
health communication. This segment of review is focused on the current interpretations
of health communication, the significance of health communication research, and popular
constructs investigated in health communication research.
In an essay illuminating the need for health communication research, Korsch
(1989) suggests that the study of health communication is not a new concept, but an
appellation of research issues that grew over three decades in numerous fields. Korsch
explains that researchers in many fields have investigated the communicative interactions
of health care providers and the resulting health outcomes. Health and communication
have been studied independently for generations, but the concept, health communication,
is a relatively new special area of communication study that provides a forum for
scholarly exchanges between these very diverse professions (Thompson, 1989; Kreps,
1989). In an essay explaining the value of health communication, Kreps (1989) suggests
that, "health communication is, by definition, an interdisciplinary area of inquiry,
bridging social science, humanities, health professional, and health science knowledge"
(p .ll).
Prior to the last three decades, little concern was given to physician-patient
interactions. A physician's "bedside manner" and ability to heal or help a patient were
5

attributed to the physician's dedication to practicing medicine and his genius or her gift of
healing. The tremendous reverence for the capabilities of physicians left them insulated
from scientific examinations of the physician-patient relationship (Korsch, 1989). As
patients became more knowledgeable and aware of their health concerns, the physicianpatient relationship became the focus of recurrent investigations. In fact, these
investigations have demonstrated that there are "attributes of the doctor-patient
interaction that can be related to the outcome of a medical encounter" (Korsch, 1989, p.
12).
As explained earlier, the public looks to physicians not only for the physician's
ability to remedy ailments, but also for their ability to communicate effectively with the
patient. The quest for quality care through effective communication has led
communication scholars to investigate nonmedical factors that influence patient care (e.g.
DiMatteo et al. 1993; Montgomery, 1986; ). Also, concern for the social aspects of
health care has lead researchers to investigate the factors that influence patient
satisfaction (Korsch, 1989). Korsch (1989) suggests that an open approach with
constructive feedback and partnership building are essential to effective health
communication. It has been noted that the factors which produce patient satisfaction
correspond to factors such as politeness, attentiveness, empathy and friendliness that
produce effective communication interactions (Agne, 1996; Bamlund, 1970; Korsch,
Gozzi, & Francis, 1968).
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Smith and Bass (1979) suggest that, as a result of patient education levels
increasing, patients are more aware of their health and want to become more involved in
the decisions concerning their health care. Corah, O'Shea, and Bissell (1985) conducted
two studies in which there was a significant correlation between communication and
patient usage of medical/dental services. These researchers found that as the doctors
made efforts to communicate with patients, the patients felt less inhibited to seek medical
care.
The participative model of health care (Smith, 1989) suggests that health
outcomes are optimal when patients are involved in making decisions about their care.
Vivian (1996) suggests that an adaptation of Smith's participative model has changed the
view of compliance to reflect the cooperation and empathy of the health care provider as
well as the patient, rather than just placing the responsibility of compliance on the patient.
The communication problems that exist within the health profession have led
scholars to investigate outcome variables of the physician-patient relationship. Among
these variables is patient satisfaction (Burgoon el al., 1987; Conlee, Olver, & Vagim,
1993; Kreps, 1989; Thompson, 1986).

Patient Satisfaction Patient satisfaction is viewed as a significant variable in health
communication. In the past, "If the physician did his or her best, the patient was
satisfied," (Brown et al., 1993, p. 25). But today, patient satisfaction is conceptualized
as the response patients have towards their physicians based on perceptions of affective,
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cognitive, and behavioral elements of the physician's behavior (Burgoon et al., 1987).
Similarly, Brown et al., (1993) define patient satisfaction as the fulfillment or
gratification of a patient need.
Satisfaction with communicative interactions is a communication construct that
has been developed and used by several communication scholars (Burgoon et al., 1987;
Conlee etal., 1993; Kreps, 1989). Other terms such as contentment, fulfillment and
gratification have been used in the literature to comprise a set of conceptually similar
constructs (Brown et al., 1993). Satisfaction is used in the present study because it is the
most commonly used term.
In a recent study of doctors and their patients , Cegala, McNeilis, McGee, and
Jonas (1995) found that, contrary to popular belief, physicians as well as the patients were
focused on the communicative interactions during a medical interview instead of merely
the technical aspects of the care. The paradox of recent efforts toward improving
physician-patient communication, along with lingering and often increasing levels of
patient dissatisfaction, suggests that other factors, such as demographic variables and
perceptions of credibility, may influence patient satisfaction (Burgoon et a\., 1987;
Sheppard, 1993). Sheppard (1993) revealed significant correlations between satisfaction
levels of patients and the use of interpersonal communication skills such as empathy,
listening, openness and genuineness.
Although some researchers acknowledge that there is not abundant research on
how the communicative processes affect outcome measures such as patient satisfaction
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and compliance (Cegala et al., 1995), patient satisfaction has been demonstrated by
others to have an effect on medical as well as communication outcomes (e.g. DiMatteo et
al., 1993) Researchers suggest that, from a relational viewpoint, patient dissatisfaction
can directly be related to the physicians' lack of feedback, insensitivity to and
misinterpretations of relational needs, failure to express empathy, and disregard for the
patients' input in decision making, (Cegala etal., 1995). But this leads one to question
whether these factors can be attributed to mere communicative style differences or
whether other variables such as race and sex play more significant roles than has been
otherwise suggested by most researchers.

Adherence Patient adherence is generally defined as a patient following the prescribed
instructions of a physician (Day, 1995). Becker (1979) provides an expanded definition
of adherence as being "the extent to which a person's behavior coincides with medical
advice (taking medications, following diets or executing lifestyle changes)" ( p. 2).
Becker (1976) suggests that in order to get patients to adhere to medical regimens and
requests, a physician must establish good rapport with the patient. Becker (1976) further
suggests that there are numerous psychosocial factors that influence patient adherence.
Physicians agree that adherence is essential to their practice, but it is not apparent
that they are aware of the factors that influence patient adherence (Brown et al., 1995).
Grady and Jalowiec (1995) found patient compliance (a similar construct) to be key in the
success or failure of patients seeking to lose weight. DiMatteo, Reitter, and Gambone
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(1994) suggest that although patient compliance has been studied for decades, only
recently have researchers begun to investigate the cognitive variables that affect patient
compliance.
Although physicians see adherence as essential to the medical process,
researchers disagree on whether the responsibility for adherence belongs to the physician
or to the patient (Brown, etal., 1993; Eraker, Kirscht, & Becker, 1984). Jerrold (1995)
suggests that it is the patient's responsibility to follow up on recommended care. In
contrast, Day (1995) suggests that compliance is directly a result of the interaction that
takes place when the instructions are given, hence the burden is on the physician to make
the communication of instructions successful.
Researchers have explored various dimensions of the physician-patient
relationship with regard to adherence (Becker, 1979; Conway, Pond, Hamnett, &
Watson, 1996; DiMatteo, M. R., 1994). Numerous factors influencing patient adherence
such as the time involved in the recommended regimen, the age of the patient, the
education level of the patient, and the sex of both the patient and physician have been
explored (e.g. Becker, 1979; Loew, Kerridge, & Mitchell, 1995; Nelson-Zlupko, Dore,
Kauffman, & Kaltenbach, 1996; Novaes, Novaes, Jr., Moraes, Campos, & Grisi, 1996).
Patient sex is one factor ± at has been widely explored. Throughout the research, patient
sex consistently and significantly affected adherence (Ginzel, 1996; Novaes et al., 1996).
Ginzel (1996) notes that most adherence research focuses primarily on male subjects and
suggests that there are important reasons for focusing research on both genders because
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compliance is not generalizable between them. Ginzel postulates that the lack of research
into female cardiovascular rehabilitation compliance has resulted in poor progress in
cardiac rehabilitation care for females. Novaes et al. (1996) conducted a study of
adherence and found that adherence among female patients was greater than adherence
among males. Although Novaes et al. (1996) and Ginzel (1996) did not explore the role
that the gender of the physician played in adherence, numerous other studies (e. g.
Atkinson, Ponce, & Martinez, 1984; Cianni & Romberger, 1995) suggest that the gender
of the physician can also affect patient adherence.
Although there is disagreement as to whether the physician or the patient is
responsible for adhering to medical advice, it is accepted that patients are more likely to
adhere to the recommendations of the physician when the patient views the physician as
being a credible source (Atkinson, Ponce, & Martinez, 1984). Harsha, Saywell,
Thygerson and Panozzo (1996) conducted a study of patient compliance and physician
factors. The patients involved in this study were given a questionnaire that addressed
their willingness to comply with the exercise recommendations of physicians. Harsha et
al. revealed that the patients were more willing to comply with the physician's
recommendations when the physicians were seen as being credible sources (e.g. the
physicians, themselves being of appropriate weight). Harsha et al. also suggested that the
patients could see their physicians as being credible "exercise" role models and were
more willing to follow the physicians' instructions.
In a review of adherence issues, Lieberman (1996), notes that a primary factor in
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patient noncompliance is a poor physician/patient relationship. Lieberman further
postulates that the poor relationship is a result of ineffective physician/patient
communication and the fallacy of not involving the patient as a partner in their own
health care. Research suggests that there is a relationship between perceived physician
credibility and patient adherence (Lieberman, 1996). The physician-patient relationship
sets the tone for patient adherence.
In an investigation of 186 physicians and their patients over a two year time
period, DiMatteo, Sherboume, Hays, Ordway, Kravitz, McGlynn, Kaplan, and Rogers
(1993) concluded that physicians' attributes (e.g. communication style, nonverbal
communication, and openness) influenced patients' compliance to medical treatment.
Although physician attributes were demonstrated to be influential in the physician-patient
relationship (DiMatteo et al., 1993) and several aspects of adherence were investigated,
the impact that race and sex of the physician has upon this association has not been
sufficiently explored. Ironically, researchers often suggest that perceptual outcomes such
as patient satisfactions can be accounted for by considering demographics differences
between physicians and patients (Street & Weighman, 1988).
There may be disagreement over who is most responsible for patient adherence,
but there is little argument about the important influence of patient adherence on patient
satisfaction and the physician-patient relationship in general (Brown, et al., 1993;
DiMatteo et al., 1993; ). A patient adhering to the request of a physician suggests that
the patient has developed a certain degree of trust in and satisfaction with the physician
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(Becker, 1979). Since trust is a key dimension of credibility (McCroskey, 1990), it is
reasonable to speculate that credibility may be a factor in patient compliance.
Expectations of the communication interaction allows the present research to
male conclusions about satisfaction. For the present study, we define patient
communication satisfaction as anticipated communication satisfaction.
C re d ib ility
In order for a patient to have confidence in the information given to him or her,
the patient must view the practitioner as credible, and credibility is enhanced by open
communication (Squier, 1990). The concept of source credibility in the communication
process dates back to the times of Aristotle. Aristotle spoke eloquently about how people
communicate and the perceptions that affect the communication process (Roberts, 1954).
Aristotle suggested that there were three components of persuasion; ethos, logos and
pathos. He defined ethos as the speaker's credibility, logos as the speaker's logical
appeal, and pathos as the speaker's emotional appeal. Aristotle developed his credibility
theories through careful observation of groups and concluded that ± e audiences judged
speakers based on qualities they saw before hearing what the speaker said. Even when
the speaker was unknown to the audience, the audience drew certain judgments about the
person based on physical characteristics. Aristotle classified these qualities as
"reputation." According to Aristotle, an audience could determine a speaker’s ethos or
credibility by their perception of the speaker's good will, knowledge and moral
character (Roberts, 1954).
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Since Aristotle's work, advancement in the study of the credibility was minimal
until the early 1900's. This early research led communication scholars to define the
credibility component of the communication process as an essential determinant of the
outcome of many communication interactions (Leathers, 1992). Modem communication
scholars define credibility as the perceived believability of a source (McCroskey &
Richmond, 1990). These scholars have accepted that credibility is a key factor in most
communication interactions (McCroskey & Richmond, 1990; Thompson, 1986) because
responses to messages may be influenced by perceptions of credibility (Patzer, 1983).
Today, research suggests that there are five dimensions of credibility (McCroskey,
1984). These source factors are: 1) competence or expertness; 2) character or
trustworthiness; 3) composure or poise; 4) extroversion or outgoingness; and 5)
sociability or the ability to interact with others (McCroskey, 1984). McCroskey suggests
that, of these five dimensions, the key variables are the perceived competence of a source
and the perceived character of a source.
Vast amounts of research strongly support the idea that credibility is a significant
factor in the process of communication (Atkinson, Ponce, & Martinez, 1984; Bernstein
& Figioli, 1983; Macrae & Shepherd, 1992; Ramirez & Soriano, 1991). In a 1992 study
of university students and perceptions of political candidates, Wanzenreid and Powell
(1993) found that perceptions of credibility had a significant impact upon the students'
opinions about the candidates. During a study of psychiatrists who testified in court,
Goldstein (1988) found that jurors who did not perceive the communicator as being
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credible were not persuaded. Mays (1992), showed that, in social and recreational
situations, young males found Magic Johnson to be a credible source for the introduction
of new basketball techniques and AIDS information. It was suggested that Magic
Johnson is perceived as being a very credible source of AIDS information because he has
AIDS and is presumed to have acquired information about AIDS as a result of having the
disease. He is perceived as being a credible source of how to avoid getting AIDS because
he admits engaging in unsafe sex.
Research also suggests that credibility has an impact on many aspects of
communicative interactions (Nesler, Aguinnis, Quigley, & Tedeschi, 1993; Richmond,
McCroskey, & Payne, 1987). In addition to compliance, credibility also affects
perceptions of power (Nesler et al., 1993). During their 1993 study of the process by
which people were influenced, Nesler et al. found that there was a significant multivariate
main effect for the manipulation of credibility on power. Although their research
investigated various types of power, such as legitimate, referent and expert, their study
showed a significant correlation between credibility and expert power. Source credibility
has also been shown to be influenced by the physical attractiveness of the communicator
(Patzer, 1983). In an effort to understand persuasive communication attempts, Patzer
(1983), conducted a study of university students in which they were presented with
advertisements and questionnaires. Patzer found a significant positive relationship
between perceptions of communicator physical attractiveness and credibility. The
respondents indicated that communicators of high physical attractiveness were perceived
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as being more trustworthy and expert than communicators of low physical attractiveness.
Patzer suggests that, although his study supports earlier studies relating physical
attractiveness to credibility, it extends research in these areas because it helps to define
the key essential factors of credibility: perceptions of communicator expertise,
trustworthiness and liking.
The dimensions of credibility may have a variable impact on communication
outcomes, such that a single dimension may have more influence than other dimensions
of total credibility. Lui and Standing (1989) found that when 36 nuns were presented
with information about AIDS, they found a priest to be a more believable source on AIDS
information than a doctor. Their results showed that a doctor delivering the speech on
AIDS scored similar to a regular citizen, while a priest scored considerably higher. Lui
and Standing (1989) point out that these results suggest that affect plays a stronger role in
attitudes and behavior than does cognition. While the education and expertness of
physicians is valued, in this particular study the nuns found the credibility of a priest to be
a more reliable source of information on a health concern than a physician. In this study,
the trustworthiness dimension provided the strongest influence for the nuns. Identifying
the effects of each dimension of credibility is critical for communication research.
Credibility is a perceptual variable (McCroskey, 1984). Therefore, attributions
affecting perceptions of credibility must be considered. McCroskey (1966) suggests that
the perceived competence and trustworthiness of a person are what impact the attitude of
the receiver, rather than actual traits of the source. Research suggests that many factors,
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including familiarity with the source and social norms, influence perceptions of
trustworthiness. This implies that social views on race may also influence perceptions.
The present research suggests that race is a factor that influences the credibility of
professionals.

Communicator Characteristics on Credibility

Since credibility is accepted as a

relevant factor in many communication interactions (Arokiasamy, Strohmer, Guice,
Angelocci, & Hoppe, 1994; Atkinson, Ponce, & Martinez, 1984; McCroskey &
Richmond, 1990), several source factors that influence credibility have been investigated
by communication scholars. Among source characteristics found to have an effect on
credibility, the race of the communicator is a key factor (James, 1994; Green, 1981;
Mucchi-Faina, 1994; Ramirez, 1977; Ramirez & Soriano 1991).
In recent decades, scholars have come to question the term "race" and the
divisions assigned within it (Krogman, 1943), suggesting that there is no scientific
support for racial categories. An organization as global as the United Nations
Educational, Scientific and Cultural Organization has trouble even defining race. The
tone variation in people's skin has come to determine the racial category society places
them in. Race is herein operationally defined as "a sub-group of people possessing a
definite combination of physical characteristics of genetic origin; this combination serves,
in varying degrees to distinguish the sub-group from the other sub-groups of mankind"
(Krogman, 1943, p. 10). People tend to be categorized into four primary races:
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American Indian (or Alaskan Native), Asian, Black and White. Two of the racial
categories within the United States are often divided into the subcategories of Hispanic
and Non-Hispanic. (Banton, 1983).
Cartwright (1959) was one of the first scholars to seriously examine the race of
the communicator as a significant factor in the credibility process. Although a few recent
scholarly studies have explored perceptions of racial differences (Mucchi-Faina, 1994;
Ramirez, 1977; Ramirez & Soriano, 1991), most of the research was done during the late
1950's through late 1960's (Green, 1981). This large gap can be understood in the broader
context of the population's general complacency toward race relations within the country
(Ramirez, 1977). Racial differences and disparities became something that people not
only refused to discuss, but the consensus was that race was not a factor at all in societal
interactions (Jackson, Guydish, & Mindrup, 1984). Although one might think that this
lapse in research in the area of perceptions of credibility and race suggests social
development, racial tolerance, and racial equality (Citrin, Green, & Sears, 1990), recent
events publicized in the media and census statistics suggest otherwise (West, 1994).
Although desegregation plans have been implemented in most major cities across the
country and civil rights laws have been established on a national level, there are
significant differences that exist today in all facets of life that suggest people of different
races do not hold equal social power or influence within this country (West, 1994). A
significant area of interest is that of employment (Green, 1981). Employment is a vital
area in determining equality among the races of a country, because equal employment
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suggests equal pay and pay is a key determinant of quality of life (Green, 1981).
Researchers have found that, although minority workers are as competent and capable of
performing similar tasks as comparably educated white workers, their work is judged as
less satisfactory than that of white workers and minorities are usually compensated lower
(Simpson, 1993).
Dembroski, Lasater, and Ramirez (1993) found that these situations exist even in
the most professional levels of employment. They found that college students, when
presented with a white professor and a minority professor, perceive the minority professor
as being less credible (1993). This finding indicates that even though both professors
presented the same information to the students, in the same format, the minority professor
was perceived as being a less credible source merely because of race (1993). Dembroski,
Lasater and Ramirez collected demographic information on the participants and found the
race of the participant to be an nonsignificant factor in perceptions of credibility.
Similarly, Citrin et al. (1990) found that race does matter during political elections. They
found that white respondents were not supportive of black political candidates. The
findings of this study are supported by numerous other studies in which the race of the
communicator becomes a major factor in the communication process (Atkinson, Ponce,
& Martinez, 1984; Barraclough, Christophel, &McCroskey, 1988; Orbe, 1996;
Zerbinos & Clanton, 1993).
In an empirical investigation of perceptions of credibility and the ethnicity of the
communicator, Ramirez (1977) found that a great deal of emphasis is placed on the
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ethnicity (race) of the communicator when messages are received. His investigation
indicated that the respondents were more likely to respond to the requests of a white
communicator. In several studies relating ethnicity (race) to credibility, Ramirez and
Soriano (1991) suggest that there is a relationship between race and credibility.
Because race is a significant variable in American society, it is also likely a key
factor in professional achievements. In a 1995 study of Japanese students, researchers
found that the race of the communicator had a great impact upon the success of
psychological counseling sessions (Akutsu, Hsin, & Zane, 1990). Similarly, in a study by
Atkinson and Matsushita (1991) of Japanese-Americans, it was found that the race of the
mental health counselor played a key role in the success of counseling sessions. The
findings of Atkinson and Matsushita indicate that the race of the counselor played as
significant a role as the race of the patient in patient satisfaction. Respondents reported
that they did not trust counselors of different ethnicities as much as they trusted
counselors of the same ethnicity. Their findings support the idea that the race of the
medical professional affects physician trustworthiness, a dimension of credibility.
In corroboration of earlier work, Campbell (1981) conducted an empirical
investigation of interviewer effects. Campbell found that there were patterns of difference
between black and white respondents to interviewers of the opposite race. Campbell’s
study also sought to investigate other aspects of this effect, such as status and interview
technique. His results were similar to earlier studies that suggested a significant
relationship between the race of the respondent and the race of the interviewer. In a
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similar study of the ethnicity of interviewers, Weeks and Moore (1981) investigated
whether the results of earlier research are generalizable outside of black/white
dichotomies. Their study investigated effects among four ethnic minority groups
(Cubans, Chicanos, Native Americans and Chinese). They found that a difference in the
ethnic backgrounds of interviewers and the respondents had an influence on responses to
certain questions.
Some researchers question the validity of studies that have found a significant
effect of race of the communicator on perceptions of credibility. In an interesting study
calling into question earlier studies on race of interviewer effects, Hatchett and Schuman
(1975) found that, although there are significant differences in responses among subjects
when the race of the interviewer is different than the race of the respondent, there is a
simple reason for this. Hatchett and Schuman suggest that the differences result from the
questions asked and the respondent not wanting to offend the interviewer of the
"opposing" race; the present thus "toms" or accommodates the interviewer. Although
Hatchett and Schuman call into question earlier studies investigating the effect of the
ethnicity of the interviewer, they support the notion that race impacts communicative
interactions.
Race has recently been studied in association with stereotypes and social
cohesion, but the actual interactions and the effects of perceptions of credibility have not
been adequately studied. Because perceptions of credibility are key, and race appears to
be a factor in communication processes, race should be investigated as a significant
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factor affecting credibility.
Although most of the studies presented above have yielded advances in the field
of communication, researchers suggest that more research should be done to investigate
the influence of race on perceptions of credibility of professionals such as physicians
(Macrae, Shepherd, & Milne, 1992; Ramirez, 1977; Thompson, 1995). There are very
few investigations into how the race of a communicator affects perceptions of their
credibility even though this is a familiar experience for minority professionals (Ramirez,
1977; Soriano & Ramirez, 1991).
Due to the prevalence of the credibility dimension in many communication
interactions and due to the fact that race is usually a factor in communication (West,
1994), it is reasonable to suspect that race is a significant factor affecting perceptions of
credibility. Daily experiences of minorities in all occupations poignantly illustrate that
perceptions of credibility affect salaries and wages and also hinder career progression
(Kaus, 1992). Minority professionals find that inequities exist even when they choose to
pursue an admired profession like medicine (Thompson, 1995). Although it is generally
accepted that minority physicians do experience inequities in pay and promotion
(Triandis, 1988), it is unclear what other aspects of their work are affected. Many factors
affect the success of a physician, but a satisfactory physician-patient relationship is
fundamental to that success. Although no research has yet explored the racial aspect of
physician-patient interactions with regard to the race of the physician, studies addressing
perceptions of credibility of college professors have shown that student assessment of
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professors' credibility is a function of the race of the professor (Ramirez, 1977). Thus it
natural to wonder whether this phenomena exists as dramatically in the highly regarded
profession of physicians. Further, although many aspects of the physician-patient
relationship have been studied (Becker, 1976), it is not well understood how that
relationship is affected by perceptions influenced by race.
Moy and Bartman (1995) conducted an investigation of patient race in relation to
physician race and their findings suggest that nonwhite physicians were four times more
likely than white physicians to care for nonwhite patients. They further explain that this
segregation of care attributes to pay differences between nonwhite and white physicians.
Moy and Bartman (1995) suggest that nonwhite physicians caring for nonwhite patients,
who tend to be of lower socioeconomic status, may be a contributing factor in the pay
disparities between white physicians and nonwhite physicians. Research suggests that
nonwhite physicians do not receive the same pay, mentoring and patient care
opportunities as white physicians (Potts, 1992). Some researchers attribute race
differences in physician opportunity to ± e low numbers of nonwhite physicians (Potts,
1992). Potts discusses the efforts that are being made by medical schools to recruit
minorities entering medical school and careers in medicine in general. Potts suggests
that, although significant recruitment efforts were made in the late 1960's, medical school
enrollment by minorities was at its highest in the early 1970's and has been steadily
decreasing. Further, Thompson (1995) suggests, in a review of literature outlining the
history of minority physicians as well as female physicians, that black female physicians
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have "two strikes against them," in trying to acquire available opportunities in many
areas, including entrance into fellowship programs, patient selection, and pay and career
advancement.
Several researchers have attempted to examine the effects of patient race on
constructs such as adherence and patient satisfaction, but have ended their investigations
with inconclusive results. They attribute their lack of conclusive results to race being
confounded by markers such as age, socioeconomic factors and the number of times a
person is seen by the same physician (e.g. Burton, Kasper, Shore, & Cagney, 1995;
Daniels, Rene, & Daniels, 1994; DiMatteo, 1994).
Another reason to study how race influences perceptions of credibility of
physicians is the notion that misperceptions of credibility are a fundamental cause of
racial disparity within this country. Minorities within the United States have experienced
numerous barriers in trying to achieve their goals (West, 1996). They have received
substandard education, housing and pay in comparison to white Americans (Kaus, 1992).
Some studies try to explain this phenomena by attributing competence levels along racial
lines (Hemstein & Murray, 1996). In light of numerous studies that find no scientific
basis for such conclusions, this seems unreasonable. Moreover, recent studies have
shown that it is possible to find two people of different races to be genetically closer than
two people of the same race (Hacker, 1992). This fact clearly indicates that
differences among races are based on perceptions rather than any physical or biological
differences.
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Just as race is a determinant of perceptions of credibility, the sex of the
communicator is similarly important. Patient sex also affects the physician-patient
interaction (Franks & Clancy, 1993; Gabbard-Alley, 1995;). In an investigation of
physician gender bias, Franks and Clancy (1993) revealed that women who had female
physicians, compared to those with male physicians, were less likely to be deficient for
receiving required medical screening tests. Male physicians were far less likely to
prescribe preventative care screening for women than were female physicians. Although
there is interest in patient sex and gender as variables in health communication research,
Gabbard-Alley (1995), in a review of health care and communication literature, revealed
that there was a profound lack of research using patient gender as a significant variable in
health communication research of communication concepts such as patient satisfaction
and adherence.
The demographic attributes of physicians have not always been as diverse as they
are today (Thompson, 1995). Until recently, women served as health care professionals
only in roles such as nurses and midwives, while males held the highest roles as
physicians (Thompson, 1995). Although the number of female physicians has greatly
increased (Tesch, Wood, Hewlig, & Nattinger, 1995), patients respond differently to
female and male physicians (Tesch etal., 1995; Thompson, 1995; Street & Weighman,
1988).
Levinson, McCollum, and Kutner (1984) conducted a study of 644 college
students in which they investigated gender "homophily" in physician preference. Males
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preferred to be seen by male physicians, regardless of the health problem, much more
than females preferred to be seen by female physicians. Tesch et al. (1995) conducted a
survey of medical school faculty and found that women are promoted to associate and full
professor ranks less than half as quickly as are men. Their survey did not reveal any
productivity or attrition differences that could account for the differences in promotion
rate.
A 1993 survey of 113 female physicians, 634 male physicians, and 41 female
dentists suggests that the female physicians were very similar to male physicians in their
descriptions of work and marriage related factors. They reported high levels of work
satisfaction, moderate levels of work stress, and average to high levels of marital
satisfaction (Lewis, Nace, Barnhart, Carson, & Howard, 1994). Cooper (1994) projects
that by the year 2030, women physicians will present 40% to 50% of the workforce.
In their investigation into the correlation of gender and credibility, Bernstein and Figiolo
(1983) found significant main effects for participant gender and credibility and a
significant interaction effect for counselor gender. Ciannia and Romberger (1995)
conducted an investigation examining the interactions of perceived differences of race
and gender. The study included 29 Asian men, 21 Asian women, 94 black men, 84 black
women, 28 hispanic men, 18 hispanic women, 708 white men and 647 white women.
Interestingly, their results revealed that gender played a more significant role in
interactions with senior managers than did race.
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Communication literature corresponds with sociological research in suggesting
that sex and race impact the communicative interaction (Abney & Hutchenson, 1981;
Atkinson, Ponce, & Martinez, 1984; Atkinson & Matsushita, 1991; Bailey, Wolfe, &
Wolfe, 1996). Patient satisfaction and perceptions of credibility are fundamental aspects
of health communication, but research has not yet investigated how perceptions of
credibility and patient satisfaction are affected by sex and race of the physician.

Summary
Numerous studies suggest ± a t patients of all races and sexes are dissatisfied with
the communicative interactions they experience with and their physicians (DiMatteo et
al., 1993) Similarly, patients of all races and sexes do not adhere to physician requests
(Graveley & Littlefield, 1995; Kindig & Yan, 1995; Rivo & Satcher, 1995). A
fundamental problem with existing research is that it does not adequately investigate
these interactions in relation to the race and sex of the physician. Researchers tend to
ignore the race and sex of the physician and focus on how the race and sex of the patient
affect perceptions of credibility and patient communication satisfaction.
Although there are many factors that affect the physician-patient relationship,
literature suggests that patient communication satisfaction and perceptions of physician
credibility are two significant factors that affect the physician-patient relationship.
Literature also suggests that the race and sex of the physician also effect the physicianpatient relationship. Therefore, one might expect that perceptions of credibility and
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expectations of patient communication satisfaction may be affected by the race and sex of
the physician.
The review of literature provides a powerful motivation for studying how
perceptions of credibility and patient satisfaction are affected by the race and sex of
physicians. This study attempts to investigate the relationships among patient
communication satisfaction, perceptions of physician credibility, and the race and sex of
the physician.
Given the importance of understanding how: 1) physician race and sex affect
patient perceptions of physician credibility, 2) patient communication satisfaction in the
medical encounter, and 3) the lack of research on this topic from a process perspective,
the goal of this study is to describe quantitatively the interaction of the above described
relationship.

Research hypotheses:

H,:

Respondents will perceive male physicians as having higher credibility (being
more trustworthy, dynamic, and competent) than female physicians.

H2:

Respondents will perceive white physicians as having higher credibility (being
more trustworthy, dynamic, and competent) than black physicians.
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H3:

Respondents will report higher anticipated communication satisfaction with male
physicians than with female physicians.

H4:

Respondents will report higher anticipated communication satisfaction with white
physicians than with black physicians.

H5:

Physician sex and race will interact such that respondents will report highest
perceptions of credibility and anticipated communication satisfaction with the
white male physician and lowest with the black female physician.

H^:

Respondent race will affect perceived credibility of physicians and patient
anticipated communication satisfaction, such that respondents will report higher
perceptions of credibility and anticipated communication satisfaction with
physicians of their own race than other physicians.

H7:

Perceptions of physician credibility will be related to patient anticipated
communication satisfaction such that students who perceive physicians as having
low credibility will be less satisfied with communicative interactions.

The hypotheses will be tested in a study described in the next chapter.
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CHAPTER H
M ETHOD

The purpose of this investigation was to examine the relationships between race
and perceptions of credibility as they affect patient anticipated communication
satisfaction. This chapter discusses the data collection procedures and a description of the
sample.

SUBJECTS
The subjects for this experiment were a convenience sample from six universities
in Ohio. In order to test the hypotheses, it was necessary to acquire responses from
students of all races. In the state of Ohio, institutions of higher learning tend to be highly
segregated, having either predominantly white or predominantly black student
populations. To ensure a sufficient number of students of both races, it was necessary to
select students from a number of schools. Participating schools were, the University of
Dayton, Sinclair Community College, Wright State University, Wilberforce University,
Cedarville College, and Central State University. Each course instructor at the respective
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universities was asked permission to conduct the study during a regular class period.
Having to request permission to conduct the research precluded the sample from being a
random sample.
A university population was optimal because these students, typically, have not
given thought to choosing physicians as regular providers. Their decisions are
meaningful because they will be visiting physicians based upon different reasons than
they had in the p a st Prior to entering college, most students visited a physician whom
their parents chose for them, but in the near future these college students, as new health
care consumers, will make judgments about physicians and their services.
The subjects were students enrolled in communication courses at the various
universities. The courses were at any level (first year students, seniors, etc.). The
subjects were not offered incentives for participating, but were given brief instructions
that included assurance of anonymity and limited information on the purpose of the
investigation (see Appendix A). The composition of the sample (N=691) used for
analysis was as follows: 414 females (60%), 273 males (40%), 500 white respondents
(76%), and 159 black respondents (24%). Only data from two races was used in analysis
due to the low number of respondents of other races (N=32).- Similarly, 95% of the
respondents were within one age group (ages 17-22), therefore a comparison of age
groups was not feasible.
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MEASURES
The questionnaire consisted of twenty-eight semantic differentia] scales and three
demographic questions. Twenty-eight questions from Leathers' Personal Credibility
Scale (Leathers, 1992) which measures perceptions of source credibility were utilized.
Ten questions were used to measure communication satisfaction and three demographic
questions were asked.

Leathers' Personal Credibility Scale Personal credibility was operationally defined as the
score obtained on Leathers' Personal Credibility Scale (Leathers, 1992). This measure
was designed to identify perceptions of credibility based upon five dimensions. This
credibility scale was used to determine the impact of race of the physician upon
perceptions of credibility. The original instrument used a 7 point semantic differential
scale. Each item asked subjects to rate the physician on variables important to the
dimensions of credibility. The lower the number, the lower the credibility (see Appendix
A). As explained earlier, there are five dimensions of credibility, but the strongest
factors are trustworthiness and competence (McCroskey, 1990). It is also believed that
physician dynamism may affect communication satisfaction in this situation. Therefore,
the focus of this investigation is upon the trustworthiness, competence and dynamism
dimensions of credibility. Although the original scale has fifty questions and measures
five dimensions of credibility, only questions measuring trustworthiness, dynamism and
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competence were used in order to prevent subject fatigue. Leathers (1992) reported
overall reliability for the measure of alpha = .94 and reliability estimates for the
dimensions of trustworthiness (alpha = .91), dynamism (alpha = .87), and competence
(alpha = .95) (Powell & Wazenried, 1992). Leather's Personal Credibility Scale has been
shown to be a more reliable (alpha = .94) measure of source credibility than other
instruments of source credibility (Wazenried & Powell, 1993). The scales were randomly
ordered on the questionnaire to guard against response sets.

Patient Communication Satisfaction Patient satisfaction was defined as the response
patients (Respondents) have towards the physicians based on perceptions of affective and
cognitive elements of the physician (Burgoon, Pfau, Parrott, Birk, Coker, & Burgoon,
1987). For the present, actual communication satisfaction was not measured, but the
anticipation of communication interactions that are the basis for communication
satisfaction. Ten questions were used such as: "I believe this physician would take notice
of me as a person. I would be willing to tell this physician about some private things." As
patient satisfaction is very subjective, the ten questions used were very general
satisfaction questions. The ten patient satisfaction questions all related to communication
satisfaction and adherence. Although extensive research on patient satisfaction has been
conducted, an ecumenical patient satisfaction measure has not been accepted (Brown,
Nelson, Bronkesh & Wood, 1993; Cegala, McNeilis, McGee, & Jonas, 1995). The
questions in the patient satisfaction measure used in this questionnaire were adapted from
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previous studies on patient satisfaction (Brown et aL, 1993; Cegala et aL, 1995). Ten
questions used a 7-point Likert type scale from 1 = strongly agree to 7 = strongly
disagree. Seven questions measured patient communication satisfaction (e.g. I believe
this physician would take notice of me as a person; I believe this physician would tell me
everything about my treatment and explain reasons for advice given). Three questions
measured patient compliance (e.g. I would comply with a medical regimen prescribed by
this physician; I would make a strong attempt to follow the advice of this physician). See
Appendix for complete instrument.

Demographic Measure The three demographic questions asked were important to assess
possible interactions among the variables. The biological sex of the respondent was
asked to determine whether the respondent was a male or a female. The ethnic categories
were white, black, Asian, Hispanic and other because these are the ethnic populations that
attend college in Ohio. The age level of the respondent was important in determining
whether or not the respondent was faced with choosing a regular care provider in the past;
differences between the younger students and older students may have existed.
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PROCEDURE
Letters were sent to various universities asking them to participate in this research
project Once approval was granted, each instructor was asked to pass out the
questionnaires to the students in the classes. The instructor was also asked to instruct
their students to work individually and not identify themselves on the packets to insure
anonymity. The instructors were given a stack of packets to distribute randomly to the
class and collect when complete ( see Appendix).
The packet contained an advertisement for a physician. There were five different
advertisements used; all of the information was the same on each advertisement except
for the picture and name of the physician. The pictures were of a black female, a white
female, a black male, a white male and a caduceus symbol (no picture). The models
used for the advertisements were not actual doctors, but were acquaintances between the
ages of 38-47. To ensure consistency, each model posted in a white lab coat with similar
facial expressions. The photographs were taken with similar backgrounds and were all
shots above the knees. The same name was used for both females and the same name
was used for males. The advertisement contained information that would be found in
most physician advertisements. The Dayton Yellow Pages was used as a reference to
include information such as academic credentials, location, hours, etc. All of the
information was identical on all advertisements with the exception of the picture and
name of the physician (see Appendix).
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The packets were divided into sets. The sets included four experimental
conditions and one control group. The sets were randomly ordered, assigning
respondents to one of the experimental conditions or the control group. Every fifth
student received a different packet as follows:
Control Group:

Instructions, advertisement without picture, questionnaire

Condition 1:

Instructions, advertisement with picture of a white male,
questionnaire

Condition 2:

Instructions, advertisement with picture of a black male,
questionnaire

Condition 3:

Instructions, advertisement with picture of a white female,
questionnaire

Condition 4:

Instructions, advertisement w i± picture of a black female,
questionnaire

The respondents received a packet of which the first page was an introductory
sheet that briefly explained the purpose of the packet, thanked the respondents for their
participation and assured them of anonymity (Appendix). The instructions, contained on
the questionnaires, asked the respondent to look at the physician advertisement
(Appendix) and answer the questionnaire (Appendix) based on their viewing of the
advertisement. The instructions also asked the respondent to return the completed packet
to their instructor.
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The instructor was given instructions to collect the entire packet and return them
in a provided envelope to the University of Dayton, Department of Communication.

DESIGN
A post-test only control group factorial design was used to assess the affects of the
independent variables as well as to compare and contrast interactions (Frey, Botan,
Friedman and Krep, 1991).
Control Group:

Instructions, advertisement without picture, questionnaire

Condition 1:

Instructions, advertisement with picture of a white male,
questionnaire

Condition 2:

Instructions, advertisement with picture of a black male,
questionnaire

Condition 3:

Instructions, advertisement with picture of a white female,
questionnaire

Condition 4:

Instructions, advertisement with picture of a white female,
questionnaire

STATISTICAL ANALYSIS
In order to examine the relationships among the variables, H, was analyzed using
a one-way ANOVA for physician sex on credibility. H2 was analyzed using a one-way
ANOVA for physician race on credibility. H3 was analyzed using a one-way ANOVA
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for physician sex on communication satisfaction. H4 was analyzed using a one-way
ANOVA for physician race on communication satisfaction. H5 was analyzed using a
one-way ANOVA for physician race on credibility and a one-way ANOVA for physician
race on communication satisfaction. H6 was analyzed using a one-way ANOVA for
respondent race on credibility and a one-way ANOVA for respondent race on
communication satisfaction. H, analyzed the possible correlation between credibility and
communication satisfaction.
In order to examine the relationships among the variables, a 2x2x5 ANOVA
(student race by student sex by experimental condition) was run, looking for significance
at p< .05. The factors of the design are sex (male/female), student race (black, white,)
and experimental condition (black female, white female, black male, white male,
control). The next chapter discusses the results that were found therein.
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CH APTER HI
RESULTS

The present research investigated how physician race and sex affects perceptions
of credibility and patient satisfaction. Credibility was measured using Leather's Personal
Credibility Scale (Leathers, 1992) with a Cronbach's alpha reliability of .9474. The
present study measured anticipated communication satisfaction. Satisfaction was
measured by a 10 item instrument that included questions related to patient anticipated
communication satisfaction and compliance with a Cronbach's alpha reliability of .9053.
The credibility instrument was subjected to a factor analysis with a Verimax
rotation. No meaningful dimensions emerged accounting for nonsignificant amounts of
variance. The dimensions of credibility were therefore dropped from further analysis.
A total of 691 surveys were collected from six different universities in Ohio (The
University of Dayton, Central State University, Wilberforce University, Wright State
University, Cedarville College, and Sinclair Community College). This chapter will
report the results of the quantitative analysis of the data to evaluate each of the seven
hypotheses described in Chapter II.
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H,:

Respondents will perceive male physicians as having higher credibility (being
more trustworthy, dynamic and competent) than female physicians.

The quantitative responses to this hypothesis can be found in Table 1. The
analysis of Hj indicated that respondents did not perceive male physicians as being more
credible than female physicians. These male physicians were perceived as being equal in
credibility to these female physicians on all items except pleasant, likeable, relaxed, and
sincere [F>3.00, df (2, 688), p<.05]. On items pleasant, likeable, and relaxed, male
physicians as well as the control group were perceived as being more credible than female
physicians. On item "sincere" male physicians were perceived as being more credible
than female physicians as well as the control group. There were no significant differences
between groups on total credibility. H[ was not supported.
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Table 1
P E R C E IV E D DIFFERENCES IN CREDIBILITY OF
FE M A L E AND M ALE PHYSICIANS
Credibility Scale

Female

Male

Control

1. Competent

2.5214

2.5311

2.3841

2. Strong

2.9286

3.0842

2.8478

3. Pleasant

2.1714

2.5018

2.5942 *

2.6

2.4396

2.5362

5. Likeable

2.3536

2.6593

2.7174 *

6. Active

2.9214

3.0073

2.7681

7. Trustworthy

2.8357

3.0073

3.0217

8. Relaxed

2.7571

3.0952

3.0507 *

9. Intelligent

2.1821

2.1062

2.087

10. Dominant

3.5143

3.4432

3.2899

11. Agreeable

2.8214

2.8278

3.029

12. Sincere

2.625

2.8352

2.942 *

13. Assertive

3.0464

3.0733

2.8188

2.85

2.8425

2.5942

15. Powerful

3.3786

3.3919

3.2391

16. Honest

2.6571

2.8278

2.8623

17. Confident

2.4071

2.5458

2.4058

18. Direct

2.6929

2.7802

2.4783

19. Qualified

2.0893

2.0147

1.913

Total Credibility

2.7028

2.7902

2.7147

4. Well-informed

14. Straight Forward

* indicates [F>3.00, df (2, 688), p<.05]
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H2:

Respondents will perceive white physicians as having higher credibility (being
more trustworthy, dynamic, and competent) than black physicians.

The quantitative responses to this hypothesis can be found in Table 2. The
analysis of H2 indicated that respondents did perceive white physicians as having higher
credibility (being more trustworthy, dynamic, and competent) than black physicians on
all items except well-informed, pleasant, and agreeable [F> 3.00, df (2, 688),
p< .05]. White physicians as well as the control group were perceived as having higher
credibility than black physicians on items strong, sincere, and honest. On item
"pleasant," the control group was perceived as having higher credibility than all other
groups. The white physicians were perceived as having higher credibility than the control
group on items likeable, intelligent, dominant, assertive, straight forward, powerful,
direct, and qualified. Additionally, white physicians were perceived as having higher
credibility than black physicians on overall credibility. H: was supported.
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Table 2
PE R C E IV E D DIFFERENCES IN CREDIBILITY OF
B L A C K AND W HITE PHYSICIANS
Credibility Scale

Black

White

Control

1. Competent

2.3905

2.6595

2.3841

2. Strong

2.7774

3.2294

2.8478 *

3. Pleasant

2.2263

2.4409

2.5942 *

4. Well-informed

2.4234

2.6165

2.5362

5. Likeable

2.3358

2.6703

2.7174 *

6. Active

2.8394

3.086

2.7681

7. Trustworthy

2.7409

3.0968

3.0217 *

8. Relaxed

2.7883

3.0573

3.0507 *

9. Intelligent

1.9234

2.362

2.0870 *

10. Dominant

3.1825

3.7706

3.2899 *

11. Agreeable

2.7482

2.8996

12. Sincere

2.6095

2.8459

2.9420 *

13. Assertive

2.8102

3.3047

2.8188 *

14. Straight Forward

2.6131

3.0753

2.5942 *

15. Powerful

3.0584

3.7061

3.2391

16. Honest

2.573

2.9068

2.8623 *

17. Confident

2.3102

2.638

2.4058 *

18. Direct

2.5109

2.957

2.4783 *

19. Qualified

1.8504

2.2509

Total Credibility

2.5638

2.9249

* indicates [F> 3.00, df (2, 688), p<.05]
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*

*

3.029

1.913

*

*

2.7147 *

H3:

Respondents will report higher anticipated communication satisfaction with male
physicians than with female physicians.

The quantitative responses to this hypothesis can be found in Table 3. The
analysis of H3 indicated that respondents did not report higher anticipated communication
satisfaction with male physicians than with female physicians except on items reveal
private things, take notice o f me, and interested in me as a person [F> 3.00, df (2, 688),
p< .05], Respondents reported higher anticipated communication satisfaction with male
and control group physicians than with female physicians on the item take notice o f me.
There were no differences on items related to compliance (I would make a strong
attempt to follow the advice, I would comply with the medical regimen) or expertise
{physicians appears qualified, physician would be able to help me understand).
Respondents did not seem to consider physician sex as an important factor in deciding
whether to follow the advice of the physician. The sex of the physician seemed to impact
openness (I would reveal private things) and relational dimensions (this physician would
take notice of me, physician would be interested in me) of the physician-patient
relationship. H3 was not supported.
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H4:

Respondents will report higher anticipated communication satisfaction with white
physicians than with black physicians.

The quantitative responses to this hypothesis can be found in Table 4. The
analysis of H4 indicated that respondents reported higher anticipated communication
satisfaction with white physicians than black physicians on all items except enough time
[F> .5924, df (2, 688), p< .05]. On items would be seen by, appears qualified, reveal private

things, the respondents indicated higher anticipated communication satisfaction with
white physicians than black and control group physicians. Respondents indicated higher
anticipated communication satisfaction with the control group over black physicians on
item notice o f me. H4 was supported.

46

Table 4
P E R C E IV E D DIFFER EN C ES IN CO M M UNICATIO N
SA T ISFA C T IO N W IT H BLACK AND W HITE PH YSICIANS
Communication Scale

Black

White

Control

1. Would be seen

2.3467

2.8602

2.4058 *

2. Appears qualified

1.9635

2.3118

1.9348 *

3. Would comply

2.3102

2.6846

2.4710 *

4. Would follow advice

2.3139

2.6738

2.471 *

5. Reveal private things

3.4635

3.957

3.5725 *

6. Enough time

3.1861

3.276

3.1449

7. Notice of me

2.7226

2.9857

3.0435 *

8. Would tell and explain

2.4489

2.7204

2.6667 *

9. Interested in person

3.0949

3.4194

3.2754 *

10. Help understand

2.3978

2.6344

2.6667 *

Total Comm. Satisfaction

2.6248

2.9523

2.7652 *

* indicates [F> 3.00, df (2, 688), p< .05]
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Hs:

Physician sex and race will interact such that respondents will report highest
perceptions of credibility and anticipated communication satisfaction with white
male physicians and lowest with black female physicians.

The quantitative analysis of this hypothesis can be found in Table 5 and Table 6.
The analysis of Hs indicated that respondents reported highest perceptions of credibility
and anticipated communication satisfaction with white males physicians and lowest with
black female physicians.
On the credibility scale, respondents reported white male physicians as having
higher credibility than black female physicians on 16 of the 19 nineteen items; that is all
items except competent, well-informed, active, qualified and agreeable, [F = 5.5963, df
(4, 686), p<.05]. Respondents reported white female physicians as having higher
credibility than black female physicians on items active, relaxed, intelligent, dominant,
assertive, straight forward, powerful, direct, and qualified. The respondents did not
report black male physicians as having higher credibility than black female physicians on
any items except pleasant and relaxed. The respondents reported the control group as
having higher credibility than black female physicians on items pleasant, likeable,
relaxed, and sincere.

The respondents reported all groups (white male physicians, white

female physicians, black male physicians, and control groups), as having higher
credibility than black female physicians on item sincere. The quantitative analysis of this
scale can be found in Table 5. H5 was supported.
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For the communication satisfaction scale respondents reported higher anticipated
communication satisfaction with white male physicians than black female physicians on
all items except appears qualified, enough time, and help understand, [F> 2.37, df (4,
686), p<05]. Respondents reported higher anticipated communication satisfaction with
white female physicians on items would be seen and appears qualified. Respondents
reported higher anticipated communication satisfaction with die control group than with
black female physicians on item notice o f me. The quantitative analysis of this scale can
be found in Table 6. H5 was supported.
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Table 5
PER C EIV ED D IFFER EN C E IN CREDIBILITY OF PHYSICIANS
Subgroups
C redibility Scale

Black ?

1. Competent

2.3942

White d"

Black

Control

2.6434

2.6765

2.3869

2.3841

2.8029

2.8478

White $

2. Strong

2.7518

3.0979

3.3676

♦

3. Pleasant

2.0073

2.3287

2.5588

2.4453

2.5942 *

4. Well-informed

2.4964

2.6993

2.5294

2.3504

2.5362

5. Likeable

2.2044

2.4965

2.8529

2.4672

2.7174

6. Active

2.664

3.1678

3

3.0146

2.7681

2.7299

2.9371

3.2647

2.7518

8. Relaxed

2.562

2.9441

3.1765

3.0146

9. Intelligent

1.9927

2.3636

2.3603

1.854

10. Dominant

3.2628

3.7552

3.7868

11. Agreeable

2.708

2.9301

12. Sincere

2.5255

13. Assertive

*

3.0217

*

3.0507

»

2.087

*

3.1022

3.2899

*

2.8676

2.7883

3.029

2.7204

2.9779

2.6934

2.942

*

2.7664

3.3147

3.2941

2.854

2.8188

*

14. Straight Forward

2.6423

3.049

3.1029

2.5839

2.5942

*

15. Powerful

3.1168

3.6294

3.7868

3

3.2391

*

16. Honest

2.5255

2.7832

3.0368

2.6204

2.8623

*

17. Confident

2.219

2.5874

2.6912

2.4015

2.4058 *

18. Direct

2.4599

2.9161

3

2.562

2.4783 *

19. Qualified

1.8832

2.2867

2.2132

1.8175

1.913

Overall Credibility

2.5217

2.8763

2.976

2.6058

2.7147 *

7. Trustworthy

* indicates [F > 2.37, df (4, 686), p<.05]
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Table 6
D IFFEREN CES IN PA TIEN T SATISFACTION W ITH PHYSICIANS
Subgroups
Satisfaction Scale

Blck ?

W ht ?

W ht d"

Blck d"

C ontrol

1. would be seen by

2.3139

2.8531

2.8676

2.3796

2.4058 *

2. appears qualified

1.9416

2.3636

2.2574

1.9854

1.9348

3. would comply

2.3431

2.6154

2.7574

2.2774

2.471

*

4. would follow advice

2.3504

2.5804

2.7721

2.2774

2.471

*

5. would reveal private

3.3869

3.6853

4.2426

3.5401

3.5725 *

6. would spend time

3.255

3.133

3.427

3.1168

3.1449

7. notice of me

2.5912

2.8042

3.1765

2.854

3.0435 *

8. would tell & explain

2.4526

2.5664

2.8824

2.4453

2.6667 *

9. interested person

3.0146

3.2238

3.625

3.1752

3.2754 *

10. help understand

2.445

2.546

2.728

2.3504

2.6667

Total Satisfaction

2.6095

2.8371

3.0735

2.6401

2.7652 *

* Indicates [F < 2.37, df (4, 686), p<.05]
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Respondent race will affect perceived credibility of physicians and patient
anticipated communication satisfaction, such that respondents will report higher
perceptions of credibility and anticipated communication satisfaction with
physicians of their own race than other physicians.

The analysis of

indicated that respondent race affected perceived credibility of

physicians on items strong, active, relaxed, dominant, assertive, straight forward, and
powerful [F>3.86, df (1, 657), p<.05]. The quantitative analysis can be found in Table 7.
Respondent race only affected patient communication satisfaction on one item
(interested in person} [F>3.86, df (1, 657), p<.05]. The quantitative analysis can be
found in Table 8. There were no interaction effects between respondent race and
physician race or sex. There were no interaction effects between respondent sex and
physician race or sex.

was not supported.
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Table 7
R ESPO N D EN T R A C E BY CREDIBILITY INSTRUM ENT
Respndnt Subgroups
C redibility Scale
1. Competent

Black

White

2.462

2.566

3.058

2. Strong

2.673 *

3. Pleasant

2..358

2.4717

4. Well-informed

2.532

2.4906

5. Likeable

2.526

2.5723

6. Active

2.996

2.6918 *

7. Trustworthy

2.98

8. Relaxed

3.024

2.805
2.6667 *

9. Intelligent

2.168

2.0314

10. Dominant

3.536

3.1824*

11. Agreeable

2.832

2.9308

12. Sincere

2.816

2.6101

13. Assertive

3.106

2.7233 *

14. Straight Forward

2.876

2.5283 *

15. Powerful

3.48

2.956 *

16. Honest

2.778

2.6792

17. Confident

2.504

2.3396

18. Direct

2.742

2.5346

19. Qualified

2.036

1.9057

* [F > 3.86, df (1,657), p<.05]
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Table 8
RESPO N D EN T R A C E ON PA TIEN T COM M UNICATION SATISFACTION

Respondent Subgroups
Satisfaction Scale

Black

W hite

1. would be seen by

2.526

2.673

2. appears qualified

2.084

2.1258

3. would comply

2.474

25346

4. would follow advice

2.484

2.4906

5. would reveal private

3.64

3.8491

6. would spend time

3.196

3.2704

7. notice of me

2.7896

2.8868

8. would tell & explain

2.658

2.434

9. interested person

3.208

3.4465*

10. help understand

2.598

2.4088

*[F>3.86, df (1, 657), p<.05]
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H7:

Perceptions of physician credibility will be related to patient communication
satisfaction such that respondents who perceive physicians as having low
credibility will be less satisfied with communication interactions.

A Pearson correlation between total credibility and total communication
satisfaction was significant [r=.657, p<.05]. Respondents who perceive physicians as
having low credibility were less satisfied with patient communication interactions. The
correlation accounted for 43.16% of the total variance. H7 was supported.
Hypotheses 2 ,4 , and 5, relating perceptions of physician credibility and patient
communication satisfaction as affected to the race of the physician, were supported.
Hypothesis 7, inferring a correlation between perceptions of credibility and patient
communication satisfaction, was supported. Hypotheses 2 and 4, relating perceptions of
physician credibility and patient communication satisfaction as affect by the sex of the
physician were partially supported. Hypothesis 6 which was related to the correlations
between respondent race and perceptions of credibility and patient communication
satisfaction was partially supported. A discussion of these results is included in the next
chapter.
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CHAPTER IV
DISCUSSIO N

The goal of this study was to examine the relationship between perceptions of
credibility and patient communication satisfaction as affected by the race and sex of the
physician. The literature suggested that perceptions of credibility are affected by
physician sex, but there is insufficient research investigating the relationship between
perceptions of credibility and patient satisfaction as affected by race and sex of the
physician (Arokiasamy, Strohmer, Guice, Angelocci, & Hoppe, 1994; Bernstein &
Figioli, 1983; Stanfield and Dennis, 1993).
The research presented here examined the perceptions of credibility and patient
satisfaction and how they are affected by the race and sex of the physician Overall,
hypotheses, 2 ,4 , 5, and 7 were supported. Hypotheses 1 ,3 , and 6 were partially
supported. This chapter will include a discussion of: 1) the hypotheses and what can be
concluded or inferred from the associated results presented in Chapter HI, 2) limitations
of this study, and 3) implications for future research.
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H y p o th e se s
This section will restate each hypothesis and provide a brief discussion of each
finding.

H,:

Respondents will perceive male physicians as having higher credibility (being
more trustworthy, dynamic and competent) than female physicians.

The respondents did not perceive any significant credibility differences between
male and female physicians. Among physicians, when strictly comparing female to male
physicians, there were no significant differences between the groups except on three of
the nineteen items (85% percent). The three items {pleasant, likeable, and relaxed), in
which males were rated higher than females in perceptions of credibility, were items
associated with the dynamism dimension of credibility. The minor difference could
possibly be a result of the cultural perception of female professionals as being very
austere and rigid (Bailey et al, 1996; Barnum et al, 1995; Lewis, Nace, Barnhart,
Carson, & Howard, 1994). Although female physicians report satisfaction with their
profession and social relationships, they are perceived as being less satisfied with their
careers and more stressed (DeAngelis, & John, 1995; Lewis et al, 1994). This
perception would directly affect perceptions of dynamism such that respondents who
view female physicians as being more stressed would not view them as being pleasant,
likeable, and relaxed. Although there are three significant differences in which male
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physicians are perceived higher in credibility than females, the total credibility scale
suggests that overall, respondents do not perceive male physicians as being more credible
(trustworthy, dynamic, and competent).

H2:

Respondents will perceive white physicians as having higher credibility (being
more trustworthy, dynamic, and competent) than black physicians.

The respondents perceived white physicians as being more credible than black
physicians on 16 of the 19 items (85% of the items). Although specific prior research
investigating perceptions of credibility of black physicians was not found in the
literature, H, supports the findings of researchers who suggest that black professionals
are perceived as being less credible than professionals of other races (e.g. Bailey et al,
1996; Balon, Philport, & Beadle, 1978; Barnum etal, 1995; Gitter, Black, & Fishman,
1975). The control group maintained a neutral affect on respondents with the exception
of pleasant. On this item, the control group was perceived as being more credible than
any other group.
The results of H2 suggest that, while the advertisement with no picture had a
neutral affect on respondents perception of credibility, a picture of white physicians had a
positive affect and a picture of black physicians had a negative effect. This implication
suggests that in advertising, it would be more appropriate for a black physician to
advertise without a picture rather than include one because the picture automatically
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inserts a noticeably lower perception of credibility. For white physicians, the opposite
would be true; it would be to a white physician's benefit to include their picture in
advertising since this automatically communicates a certain enhanced perceived
credibility stature.

H3:

Respondents will report higher anticipated communication satisfaction with male
physicians than with female physicians.

Respondents indicated that they did not anticipate greater communication
satisfaction with female physicians over male physicians. There were three items (would
reveal private things, would take notice o f me as a person, and would be interested in me
as a person} in which there were significant differences between males and females.
These items suggest that respondents perceived males physicians as having better
interpersonal skills related to gaining patient disclosure. The respondents perceive that
the male physicians as being more interested in them and willing to take notice of them as
a person rather than their illness and would, therefore be more willing to reveal private
things to them.

These differences could have be due to the fact that patients are more

often seen by male physicians rather than female physicians and are therefore more used
to revealing private things to male physicians. Similarly, respondents' lack of exposure
to female physicians could have led them to report that the female physician would be
less likely to take notice of them as a person and be interested in them (the patient) as a
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person. These findings further support the notion that female physicians are attaining
equal professional status to males physicians (DeAngelis & Johns, 1995).

H4:

Respondents will report higher anticipated communication satisfaction with white
physicians than with black physicians.

Respondents indicated that they did anticipate greater communication satisfaction
with white physicians than with black physicians on all of the ten items except one (90%
of items). Just as with H2, specific prior research investigating patient communication
satisfaction as affected by race was not found in the literature. This difference discovered
in this study could possibly be attributable Americans having extremely limited exposure
to black physicians (Strelnick, Massad, Bateman, & Shepherd, 1986). Literature
suggests that white males are at the top of the hierarchy and black females are at the
bottom, but the middle portion of the hierarchy is not clear; with white females and black
males fluctuating between second highest in perceptions credibility and second lowest in
perceptions of credibility. The results of H4 could be because there are many more white
than black physicians and the racial difference in anticipated communication satisfaction
could be a result of uncertainty.
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H5:

Physician sex and race will interact such that respondents will report highest
perceptions of credibility and anticipated communication satisfaction with the
white male physician and lowest with the black female physician.

The respondents perceived that the white male physician is more credible than the
black female physician on the total credibility instrument (14 of the 19 items on the
instrument). Hs supports the findings of researchers (e.g. Ramirez, 1977, Soriano &
Ramirez, 1991; Johnson, 1984; West, 1994) who suggest that there is a hierarchy of
perceived credibility with white males being perceived as having the highest credibility
and black females as having the lowest credibility. The white male physician was
perceived as being more credible than the black male and black female physicians on
most items. Even though all aspects of the advertisements were the same for all
physicians, on all items the black female physician received the lowest credibility ratings.
It was surprising to find that the black female physician was consistently rated lower than
the control, which had no picture attached. This result suggests that the picture of the
black female had a negative effect on respondents' perceptions of credibility.
The results of the anticipated communication satisfaction scale were similar to
those of the credibility scale. Patients report the highest levels of communication
satisfaction with the white male physician and the lowest levels with the black female

61

physician. This finding suggests that black female physicians may have to enhance their
patient communication satisfaction efforts more so than other physicians just to achieve
the same degree of patient satisfaction experiences by white male physicians.
As reviewed in the literature, black females have two strikes against them
(Thompson, 1995). Considering the cultural implications that this preconception has
upon black females physicians, communication theory and models do not adequately
address the idea that the American society has a hierarchical system of perceived
credibility (Bailey, Wolfe, & Wolfe, 1996; West, 1994). This hierarchy of credibility in
the American society is not only apparent in social contexts, but also influences
perceptions of physicians (Barnum, Liden, & Ditomaso, 1995; Thompson, 1995). One
can speculate that this hierarchical system of perceived credibility' as well as anticipated
communication satisfaction exists in our society because white males have historically
accounted for the largest percent of physicians (Cooper, 1994; Lowe, Kerridge, &
Mitchell, 1995; Potts, 1992). The American culture's lack of exposure to and interaction
with black female physicians could also contribute to this perception. It appears that
there is not only a race hierarchy that exists, but there is also a sex hierarchy that interact
with it, as Barnum, Liden, and Ditmaso (1995) suggest. The person at the bottom of the
scale receives "double jeopardy." Similarly in this study, it appears as though black
female physicians have two strikes against them.
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Respondent race will affect perceived credibility of physicians and patient
communication satisfaction.

There was no effect of respondent race on perceptions of credibility. There were
no significant difference between black respondents and white respondents.

was not

supported. From this we can infer that both black students and white students uniformly
view race and sex of physician equally. This is an indication that the hierarchical system
of perceived credibility within the American society exists among people of all races
(Jarmon, 1980; West, 1994). One might think that people tend to find people of their
own culture as being more credible, but the results of

suggest otherwise. This can

possibly be attributed, again, to the fact that the highest percentage of physicians are
white male and to the culture's lack of exposure to physicians of other races.
This finding is antithetical to what one might expect: that people tend to perceive
the most credible sources as being people that are similar to themselves. For Asian
populations, respondents report highest credibility with counselors of their own ethnicity
(Atkinson & Matsushita, 1991). The findings of the analysis of H6 suggest that, while
for most races, similarity increases credibility, for black respondents, this is not always
so. This demonstrates that the notion of similarity and credibility has not been adequately
explored with regard to possible hierarchical systems of perceptions of credibility.
There was no effect of respondent race on satisfaction. There were no significant
differences between black respondents and white respondents,
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was not supported. H6

is very similar to H3 with respect to the implications that the findings have for black
female physicians and communication research. In light of research suggesting that
people are more satisfied with communication interactions with people who are similar to
themselves, one might expect that the fewer differences between the interactants, the
more satisfying the communication interaction. In other research, similarity increases
credibility and communication satisfaction among interactants (Atkinson &. Matsushita,
1991). Therefore, social norms must influence the perceptions of credibility and
satisfaction. Social norms supersede similarity in this case where respondents have no
prior exposure to the models.

H7:

Perceptions of physician credibility will be related to patient communication
satisfaction such that respondents who perceive physicians as having low
credibility will be less satisfied with the communication interaction.

There was a correlation between perceptions of credibility and patient satisfaction.
Respondents reported low levels of communication satisfaction with physicians who
were perceived as being less credible. Credibility' is an important factor in patient
communication satisfaction and adherence. As explained earlier, perceptions of
credibility affect many aspects of the physician-patient relationship. When physicians are
perceived as being credible, patients are more willing to following their advice. Patients
who follow the advice of physicians, tend to be satisfied with the physician-patient
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communicative interactions. Therefore, it is clear that a relationship exists between
perceptions of credibility and patient communication satisfaction. Just as the race and sex
of the physician influences perceptions of credibility, race and sex of the physician affects
credibility and hence satisfaction.

Limitations
This portion of the discussion will cover three weaknesses of this study. They
include: 1) the sample; 2) instrumentation; and 3)design.

The Sample

The context of this study was to investigate the responses of people who

had not been exposed to the implications of physician advertising that may lead to lower
expectations of physicians. For ease of administration and access, this study used a
convenience sample of students in communication classes at six universities (The
University of Dayton, Central State University, Wilberforce University, Wright State
University, Cedarville College, and Sinclair Community College) in a small geographical,
central region of Ohio. It should be noted that due to the sampling method, there was a
disproportionate number of female (n = 414) to male (n =273) respondents. Similarly,
there was a disproportionate number of white (n = 500) to black (n = 159) respondents.
Since the sample was of college students, it is possible that they differ in other important
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aspects from the general population (e.g. socioeconomic status, education, access to
medical care, and familiarity with physicians). For these reasons, the results should not
be generalized beyond the college population of the six participating universities.
The responses from only two races (black and white) were tabulated because the
numbers of respondents from other races (N = 32) were insufficient for comparison. This
further limits the generalizability of this study. Similarly, most of the respondents
(95%) were from the same age group (ages 17-22). The findings of this study represent
the views of college aged people and the results may be different for other age groups.
The findings are representative of respondents within a small geographical region with
similar regional cultural beliefs.
Testing occurred over a span of two months in classrooms which received similar,
but varied degrees of exposure to communication concepts and theories. The limitation
is that some respondents may have been exposed to the concepts of credibility and
communication satisfaction. Therefore, respondents may have answered differently than
other students not exposed to communication concepts and certainly different than the
general public.

Instrum entation

Patient communication satisfaction is a subjective concept. As noted

earlier, researchers typically develop their own instrument to test specific interactions
that are appropriate for their study. The Leathers Personal Credibility Scale was used in
this study. It has been demonstrated to be a reliable and valid instrument (Wazenried &
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Powell, 1990). However, only three of the five dimensions in the original scale were
used in the present research. It is possible that other dimensions are also related to
anticipated communication satisfactions or to racial and sex biases.
The communication satisfaction scale used in the present study was derived by
selecting relevant questions from previously developed instruments. The conceptual and
operational depth of the communication satisfaction construct may not have been fully
represented by the ten items selected for the present study. While the scale has a high
reliability (alpha = .9053), the conclusions are based on a limited, though representative,
operationalization of the communication satisfaction construct.

Design

This study tried to gain insight into patient communication satisfaction by

using an advertisement. This method may not have accurately measured patient
communication satisfaction because patient responses to physician advertising in general
was not taken into consideration. For example, although the respondents were not asked
to write comments on their packets, one respondent wrote, "I would not visit this
physician because when physicians have to advertise their practice, it's usually because
something is wrong."
Other factors beyond race and sex could have affected the respondents (e.g. the
quality of the photo, attractiveness, facial expression). Efforts were made to control for
this by having all pictures be of similar quality, the respondents had similar facial
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expressions, were in similar poses and were of similar ages. We also had a control group
without a picture which suggests that actual picture quality did not have a big impact.
Although it may have been more effective to interview actual patients after
visiting real physicians, this study tried to examine perceptions of credibility and patient
communication satisfaction in a nonclinical setting. Additionally, communication
satisfaction was measured using a pencil and paper instrument that may not have rendered
the same results as in a face-to-face interaction. Subjects responded to a hypothetical
situation in which they imagined the nature and quality of interaction with an unknown
person. Therefore, they may answered the questions in a socially desirable manner, rather
than what they would actually do in a real, natural encounter. Although the advertisement
did not measure actual face-to-face interaction, anticipated communication perceptions
are important in determining perceptions of credibility and communication satisfaction
and may be insightful in assigning factors in choosing physicians. This design looked at
pre-interaction perceptions that may have important effects on actual interactions.

Implications for future research
The implications for future research consist of: 1) further research to mitigate the
limitations of the present research, 2) further research that may suggest intention, 3)
further research with actual patients in face-to-face interactions with physicians, and
4)research into the practical applications of the present study.
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It would be helpful to conduct a study of the population at large rather than a
small group of college students. A random sample would render more generalizable
results. Similarly, a random sample would mitigate disproportionate numbers of female
to male respondents and numbers of white respondents to black. Further, a random
sample would provide more respondents of other races and age groups.
The results suggest that there are differences in perceptions of physician
credibility and patient anticipated communication satisfaction, but further study is need
into the possible causes. For example, differences in openness and patient willingness to
tell about themselves, could be related to self-disclosure or deception. Hypotheses and
research questions that investigate further communication styles and interactions is
needed.
The present study was based upon a hypothetical communication interaction.
Further research should involved actual physicians and patients in actual relationships.
Actual relationships and interactions would reveal different results. Additionally, the use
of physicians of other races may offer insight into the idea of a hierarchy of perceived
credibility.
Finally, the implications for future research consist of developing new ideas for
addressing the hierarchy of perceptions of credibility and patient communication
satisfaction. Although researchers within the field of communication acknowledge that
demographic variables affect communication interactions, the impact or hierarchy that
exists within the American society is not adequately addressed in communication theory
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or in applications of concepts. Furthermore, communication techniques have not been
developed to help physicians overcome sociological handicaps. Study should be done
using more races of physicians as well as respondents. Other demographic characteristics
of the physician such as age and attractiveness should be investigated. Similarly, other
demographic characteristics of respondents such as age and culture would be appropriate
for future research. It is possible that these subcultures are hierarchical as well.
Some techniques that have been suggested for overcoming low credibility in the
physician-patient relationship are the use of nonverbal techniques. Research suggests that
nonverbal communication is an important communication cue in the perception of self
disclosure (Burgoon et al, 1987). Further study of how physicians use nonverbal
communication, when asking patients for intimate or sensitive information may help
suggest ways to mitigate initial negative perceptions of credibility. Power and powerless
speech relate to the competence dimension of credibility. There is a need for research on
the effects of using powerful speech by physicians initially perceived as having low
credibility. This may give insight into communication techniques physicians can use to
increase patient perceptions of their (physicians') expertise and competence.
In the present study, the white male physician was perceived as having the most
credibility and anticipated communication satisfaction out of the five treatments. The
white female and black male were in the middle with the black female having the lowest
perceptions of credibility and anticipated communication satisfaction. The white female
physician was often received slightly higher perceptions than the black male perception.
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This suggests that the hierarchy treats males and being more credible than females when
race is not introduced. When race is introduced, the white female physician is rated
below the white male, but above the black male and female. The black male is perceived
as lower in credibility than the white male and female, but higher than the black female.

The American society is moving toward a medical system in which physicians
have as little choice in who they will see as patients have in choosing a physician.
Therefore, it is essential for physicians to possess communication skills that will help
them overcome sociological handicaps and facilitate effective communication. Research
on credibility and power suggest that some communication techniques can increase
perceptions of credibility. Some nonverbal techniques that may be helpful are: frequent
eye contact, reducing the space between interactants, and strong hand shakes. Two verbal
techniques that may be helpful are a rapid speech rate and a high volume of speech.
Communication scholars should develop further and more specific techniques and
suggestions that would bridge the gap between the societal hierarchy of perceptions of
credibility and perceptions of genuine professional credibility. Communication scholars
could play a pivotal role in reducing the impact of demographic variables upon
communicative interactions. Further study of these findings and the development of
specific communication techniques for physicians would ultimately provide for better
physician-patient relationships.
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APPENDIX

INTRODUCTION:
The attached information is » queslionnsire and advertisement Ih li h u been desifned to help researchers
understand perceptions of physicians. Your honest responses ere appreciated end will be kept confidential

Please

do not write your name or other identification information on these pajes. After completinf the questionnaire, please
return this entire packet to your instructor.
This instrument is composed o f 32 questions thet mcesure the perceptions end effectiveness o ' physicians
through ndvcriisicj techniques. The attached pipe is an advertisement far e local physician that het opened > family
prentice office is Dayton.

Please look el the edvcnisement and then answer the subsequent questions. This

information w ill help us evaluate the effectiveness o f advertising by physicians.

T h in k you for your participation.
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Elizabeth D. Ham ilton, M.D
Dr. Hamilton is a family
physician who has recently
relocated her practice to
Dayton. With twelve years of
medical experience,
Dr. Hamilton provides patients
with the best possible care in
the region.
Graduate
University of Colorado School of
Medicine
University of Pennsylvania
Internal Medicine Fellowship

Member
American Medical Association
Midwestern Medical Society

Convenient hours and location.

All major insurance accepted!
New patients always
welcome!

634-5789

Board Certified by American
Board of Internal Medicine

Elizabeth D. Hamilton, M.D
Dr. Hamilton is a family
physician who has recently
relocated her practice to
Dayton. With twelve years of
medical experience,
Dr. Hamilton provides patients
with the best possible care in
the region.
Graduate
University of Colorado School of
Medicine
University of Pennsylvania
Internal Medicine Fellowship

Member
American Medical Association
Midwestern Medical Society

Convenient hours and location.

All major insurance accepted!
New patients always
welcome!

634-5789

Board Certified by American
Board of Internal Medicine

R obenf D. HamiLton, M. D
Dr. Hamilton is a family
physician who has recently
relocated his practice to
Dayton. With twelve years of
medical experience,
Dr. H a m ilto n provides patients
with the best possible care in
the region.
Graduate
University of Colorado School of
Medicine
University of Pennsylvania
Internal Medicine Fellowship

Member
. American Medical Association
Midwestern Medical Society

Convenient hours and location.
All major insurance Accepted!
New patients always
welcome!

634-5789

Board Certified by American
Board of Internal Medicine

Robercf D. H am ilton, M. D
Dr. Hamilton is a family
physician who has recently
relocated his practice to
Dayton. With twelve years of
medical experience,
Dr. Hamilton provides patients
with the best possible care in
the region.
Graduate
University of Colorado School of
Medicine
University of Pennsylvania
Internal Medicine Fellowship

Member
American Medical Association
Midwestern Medical Society

Convenient hours and location.
All major insurance Accepted!
New patients always
welcome!

634-5789

Board Certified by American
Board of Internal Medicine

Elizabeth D. Hamilton, M.D.
Dr. Hamilton is a family
physician who has recently
relocated her practice to
Dayton. With twelve years of
medical experience,
Dr. H a m ilto n provides patients
with the best possible care in
the region.

G ra d u a te

University of Colorado School of Medicine
University of Pennsylvania Internal Medicine Fellowship
Member
American Medical Association
Midwestern Medical Society
Board Certified by American Board of Internal Medicine

Convenient hours and location. All major insurance accepted!

New patients always welcome!
634-5789

As you consider the physician as described in the advertisement, please indieale how you feel about the skills of the
physician. For example if you feel the physician is extremely competent, circle the number one. If you feel the physician is
extremely incompeieni. circle the number seven. If you fee! somewhere in the middle of the two extremes, circle the
appropriate number.

1.

competent

1

2

3

4

J

6

7

incompetent

2.

strong

1

2

3

4

5

6

7

weak

3.

pleasant

1

2

3

4

5

6

7

unpleasant

4.

well-informed

1

2

3

4

5

6

7

poorly informed

J.

likeable

1

2

3

4

5

6

7

unfikable

6.

active

1

2

3

4

5

6

7

inactive

7.

trustworthy

1

2

3

4

5

6

7

untrustworthy

L

relaxed

1

2

3

4

S

6

7

nervous

9.

intelligent

1

2

3

4

5

6

7

unintelligent

10. dominant

1

2

3

4

5

6

7

submissive

11. agreeable

1

2

3

4

J

6

7

disagreeable

12. sincere

1

2

3

4

J

6

7

insincere

13. assertive

1

2

3

4

5

6

7

unassertive

14. straightforward

1

2

3

4

5

6

7

evasive

15. powerful

1

2

3

4

5

6

7

limsH

16. honest

1

2

3

4

5

6

7

dishonest

17. confident

1

2

3

4

5

6

7

insecure

IL direct

1

2

3

4

5

6

7

evasive

19. qualified

1

2

3

4

5

6

7

unqualified

Contioued os next page

Consider the physician is the advertisement you just teed. Please respond to the next ten questions. Indicate the degree to
which you agree or disagree with each statement by circling the appropriate number (1) strongly agree, (2) agree,
O) somewhat agree, (4 ) are undecided, (5) somewhat disagree, (6) disagree, or (7) strongly disagree.

20. If a medical need arose,
I would be willing to be seen
by this physician.

Strongly Agree
1

2

3

Undecided
4

J

6

Strongly Disagree
7

21. This physician appears/
seems qualified to provide
adequate medical care.

1

2

3

4

5

6

7

22. 1 would comply with a
medical regimen prescribed
by this physician.

1

2

3

4

5

6

7

23. I would make a strong
attempt to follow the advice
o f this physician.

1

2

3

4

5

6

7

24. I would be willing to tell
this physician about some
private things.

1

2

3

4

5

6

7

25. The physician would be
open to spending enough time to
deal with everything I wanted.

1

2

3

4

5

6

7

26. I believe this physician
would take notice o f me as a
person.

1

2

3

4

5

6

7

27. I believe this physician
would tell me everything about
my treatment and explain
reasons for advice given.

1

2

3

4

s

6

7

2S. 1 believe this physician
would be interested in me as a
person, not just my illness.

1

2

3

4

5

6

7

29. This physician would be
able to help me to understand
my heallh/illness.

1

2

3

4

5

6

7

The last three questions are (or demographic purposes. Please circle the answer that would best describe you.
30. Your age group: 17-22
31. Your gender
31

Your ethnic group:

23-29

30+

Male

Female

While

Black

Asian

Hispanic

Other

